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Fax: 979-704-5461

GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Ralph Hernandez
CASE ID: 7206318
DATE OF BIRTH: 06/21/1962
DATE OF EXAM: 05/01/2023
History: Mr. Hernandez is 60-year-old male who is here with chief complaints of:

1. Vision problems.

2. Swollen legs.

3. Fluid retention.

4. Back pain.
5. He states he has at least three- to four-year history of diabetes mellitus and hypertension. He was on medicines for diabetes mellitus, but they took it off recently.
He does not know if he has any kidney problems or not. He states he was diagnosed as having macular degeneration with a hole in his left eye. He states he still drives. He is able to see at a distance, but he is not able to do any reading. He states he has problem with swelling of his legs and he does not grow hair over his legs. He denies any chest pains or shortness of breath.
Past Medical History: He has been told he has:

1. Congestive heart failure.

2. Sleep apnea.

3. Peripheral vascular disease.

4. He does give history of some low back pain and kidney stones.

Operations: The patient has not had any operations.
Medications: At home:
1. Metformin off and on.
2. Carvedilol 3.125 mg twice a day.

3. Furosemide 40 mg twice a day.

Allergies: None known.

Personal History: He did not graduate. He has been to high school locally till 11th grade. He worked as a custodian for doing building maintenance for several years. His last job was in 2011. He is single. He has no children. He lives with his brother. He states his brother and his friends support him for food.
Ralph Hernandez
Page 2

He goes to Health For All for his medical problems. His both parents are deceased. He used to smoke some 40 years ago, but has not had a cigarette since. He does not drink. He does not do drugs.
Review of Systems: Some low back pain. Denies any back injuries or auto accidents. Denies any chest pains. He has shortness of breath related to exertion. Denies nausea, vomiting, diarrhea or abdominal pain. He does give history of some blunt injury to his right foot several years ago.
Physical Examination:
General: Reveals Mr. Ralph Hernandez to be a 60-year-old male who is awake, alert, oriented and in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam slowly. He cannot hop, but he can squat. He can tandem walk. He can pick up a pencil. He is right-handed.
Vitals Signs:
Height 5’6”.
Weight 193 pounds.
Blood pressure 150/66.
Pulse 81 per minute.
Pulse oximetry 98%.
Temperature 97.
BMI 31.
Snellen’s Test: His vision:

Right eye 20/just able to count fingers.

Left eye 20/800.

Both eyes 20/800.

He has glasses, but he has no hearing aid.
Head: Normocephalic.

Eyes: Pupils equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.
Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.
Extremities: No phlebitis. +1 pitting edema is seen in both lower legs. Signs of severe chronic venous insufficiency with skin changes and stasis dermatitis over both lower legs. He has not had any open wounds over his legs.
X-ray of the Chest: Please see attached report.

EKG shows sinus rhythm, right bundle-branch block, multiple premature atrial contractions, secondary ST-T changes. No previous EKG available for comparison.
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The patient’s gait is slow, but normal. Range of motion of all joints appears normal. Straight leg raising is about 60 degrees on both sides supine and seated. He is right-handed.
Review of Records: Reveals records of Health For All which revealed the patient has hypertension, obesity, hyperlipidemia, type II diabetes mellitus, ingrown toenails, peripheral vascular disease, sleep apnea.

Specifically Answering Questions for TRC: The patient’s gait and station is careful, but normal. He is not using any assistive device for ambulation. He is able to dress and undress to get on and off the examination table easily. He can squat and rise and tandem walk and do heel and toe walking. Range of motion of affected spine is normal. Range of motion is essentially normal in all weightbearing joints. Straight leg raising is about 60 degrees. He is able to raise his arms overhead. He has a good grip strength, pinch strength and ability to use upper extremities in performing gross and fine functions. He is able to pinch, grasp, shake hands, write, manipulate objects as coin, pen, or cup. The patient has difficulty seeing things on a distance. His blood pressure was 150/70. The patient tells me he does cook and clean as he is staying with his brother and he does go grocery shopping and he drove himself to the office today.

The Patient’s Problems:
1. Type II diabetes mellitus.

2. Hypertension.

3. Congestive heart failure.

4. Abnormal EKG with right bundle-branch block.

5. Signs of severe chronic venous insufficiency both lower legs.
6. Musculoskeletal low back pain.

7. Macular degeneration in the right eye with vision problem in the right eye.
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